In Britain, the importance of assessing need for services has been recognised in recent government legislation (House of Commons, 1990), but in the field of mental health there is widespreaduncertainty about how this should best be done, and confusion and conflict among different professional groups is common (Holloway, 1994). Official guidelines state that need is a complex concept, defined as: â€oe¿ the requirements ofindividuals toenable themtoachieve, maintain or restore an acceptable level of social independenceor qualityof life,as defmedby the particular care agencyor authorityâ€•. (Departmentof Health Social Services Inspectorate, 1991, p. 10) Other defmitions of need have been proposed. Maslow (1954) set out a hierarchyof universal needs as a model for understanding human actions. Bradshaw (1972) examined need from a sociological perspective, and distinguished between normative, felt, expressedand comparativeneed. Changes in the concept since the1960s, intermsofhealth service planning, have been described by Stevens & Gabbay (1991), who concluded that a suitable working definition was â€oe¿ the ability to benefit in some way from health careâ€•. For people with a severe mental illness it is appropriate to expand this definition to include social care as well as health care.
Other defmitions of need have been proposed. Maslow (1954) set out a hierarchyof universal needs as a model for understanding human actions. Bradshaw (1972) examined need from a sociological perspective, and distinguished between normative, felt, expressedand comparativeneed. Changes in the concept since the1960s, intermsofhealth service planning, have been described by Stevens & Gabbay (1991) , who concluded that a suitable working definition was â€oe¿ the ability to benefit in some way from health careâ€•. For people with a severe mental illness it is appropriate to expand this definition to include social care as well as health care.
Numerous instruments have been developed to assess the level of social functioning and attainment of social roles among people with severe mental illness (Phelan et a!, 1994) . Such instruments have been designed to measure and record levels of disability, without regardto whether the disabilities can be reduced. Although the results of such assessments may indicate where help is needed, this is not their prime function.
Conversely, the Medical Research Council's Needs for Care Assessment (NCA) was designed to identify areas of remediable need. Need, in the NCA, exists wherea patient's level of functioning has fallen below, or threatens to fall below, some minimum specified level, and for which there is effective care (Brewin et a!, 1987) . Results from a number of studies SUggeSt that the instrument has good reliability if used by suitably trained investigators (Brewin & Wing, 1993) . Difficulties have arisen when the instrument was used for measuring need among long-term in-patients (Pryce eta!, 1993) and homeless mentally ill people (Hogg & Marshall, 1992).
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The Camberwell Assessment of Need: The Validity and Reliability of an Instrument to Assess the Needs of People with Severe Mental Illness This paper describes the development of a new needs assessment schedule which fulfils the statutory obligations of services to conduct comprehensive needs assessments, and which can assist the routine care and treatment of people with severe mental illness by encouraging systematic and regular needs assessments to shape care plans. In addition it is hoped that it proves to be a powerful tool in evaluative research. One version of the instrument could not fulfil the needs of both clinical and research users, so we designed separateversions:the clinicalversion (CAN C) and the researchversion (CAN-R). The small, but important differences between the two versions are described below. Decisions about which areas of need should be included within the CAN were modified following comments received from experts and users (see below). The final 22 items included are: The CAN follows an identical structure for all the areas, and each area of need includes four sections. The first section establishes whether there is a need, by asking about difficulties in that area. Responses are rated on a three-point scale: 0= no serious problem; 1= no serious problem or moderate problem because of continuing intervention (met need); 2= current serious problem (unmet need). Section 2 asks about help received from friends, relatives and other informal carers. Section 3 asks about how much help the person is getting, and how much help he/she needs from local statutory services. All ratings of level of help are on a four-point scale: 0 = none; 1= low; 2 = moderate; 3 = high. Guidelines are given to help rate each level. The research and clinical CANs differ in the fourth section: CAN-C has sections to record the views of the user about the type of help that he/she requiresand to outline a care plan with a review date and named professional for each action point; CAN-R has two specific questions, asking whether the person is getting the right type of help for his/her problem, and whether he/she is satisfied with the amount of help that he/she is getting.
Development of the

Analysis
For the validity and reliability studies, data were analysed using the Statistical Package for Social Sciences (Windows version 6.0; SPSS, 1993) and Confidence Interval Analysis (CIA; Gardner et a!, 1991) software. CAN-R was used for the reliability study, but the results are applicable to both versions since data are presented for the first three sections of the instrument, which are common to both versions. Confidence intervals (95Â°lo) were calculated for all mean values. The extent of agreementbetween discrete variables was examined by calculating the percentage of complete agreement and Cohen's Kappa coefficient (Cohen, 1960). Correlations are given for continuous variables.
Validity
Face validity
The CAN appears to have face validity. The Flesch reading score is 65, which is the â€oe¿ preferred level for most readersâ€•,and the average word length is 1.58 syllables, indicating that â€oe¿ most readers could comprehend the vocabularyâ€• (GrammatikSoftware, 1992). Clinicians and researchers in Britain and other European countries have consistently commented that it covers the rangeof difficulties faced by people with severe mental illness.
Consensua!validity
A draft version of the instrument was sent for comments to 50 experienced professionals in the fields of social work, psychiatry, psychology, psychiatric nursing and occupational therapy. The consensus was that there was a requirement for a needs assessment instrument, and that the CAN would be useful and relevant. On the basis of specific comments from this survey, numerous minor changes and some major changes were incorporated into the final instrument. In particular, two extra items were added â€"¿ the need for sexual expression and the need for an intimate relationship.
Content validity
A parallel survey was conducted of 59 people with severe mental illness who were either current in patients or attending a psychiatric day-hospital. All topics were rated as being at least moderately important, indicating that the instrument is free from item bias. Accommodation was rated as the most important need, and help with drugs as the least important. No additional areas of need were identified by more than two respondents.
Criteria
The lack of objective external criteria makes it difficult to establish concurrent validity. The relation ship between scores on the Global Assessment of Functioning Scale (GAF) of DSM-IV (American Psychiatric Association, 1994), measuring social, occupational and psychological functioning, and need was explored. Data from the reliability study was used, and detailsof the study sample aregiven below.
When individual item scores were compared with the total GAF disability rating, a mixed picture emerges, reflecting the complex interaction between service provision, disability and need. The individual need which was most closely associated with a low level of global functioning, as measuredby the OAF, was the need for help with self-care. However, even for this item the correlation was weak (r = â€"¿ 0.39, P= 0.002). For other items a need was associated with higher global functioning; this was most apparent with a need for child care (r = 0.29, P= 0.02). Many other individual items were not associated with levels of global functioning on their own. Some needs (e.g. help with daytime activities) were common among all the cohort reflecting the universal importance of this area for people with a severe mental illness, regardless of individual levels of functioning. Other less common needs (e.g. protection from self-harm) are specific problems for certain people, and not individually related to their overall levelof functioning.
In order to obtain a rating that could be more meaningfully compared with the global functioning rating of the OAF, an aggregated score of seven needs, reflecting the domains of disability measured by the OAF (household skills, self-care, psychotic symptoms, psychological distress, risk of self-harm, danger to others and social contact), was calculated. This aggregated score was correlated with GAF ratings (r= â€"¿ 0.51, P<0.001).
Reliability
The reliability study was designed to allow assessment of both inter-rater and testâ€"retest reliability. Sixty n % patients were enrolled for the reliability study; details of the study sample are given in Table 1 . Initial staff interviews were conducted for all selected patients (n = 60). Staff came from a variety of professional backgrounds (psychiatric, nursing, psychology, occupational therapy and housing), and all acted as key-workers for the patients. Patients and their key workers were interviewed separately with both the interviewer and an observer rating responses. During the interview basic sociodemographic, service use and diagnostic details were collected, and the staff member was asked to rate the user on the unidimensional 0-90 OAF scale.
Forty-nine (82%) of the patients were able to be interviewed (ti). There were no statistically significant differences between responders and non responders with regards to age, sex, ethnicity, living situation, service contact, clinical diagnosis or OAF ratings. Forty-one patient-staff pairs were randomly selected to be re-interviewed 1 week after the initial interview (12), and again all staff were successfully interviewed and 31 (76Â°lo) of the patients were interviewed. Mean length of contact was 22.1 (95% CI 14.2â€"30.0) months, with8.9(95% CI 6.7â€"11.1) contacts per month. The patients were all in regular contact with an inner-city mental health service, and suffered from a severe mental illness.
At the first interview the mean total number of needs identified was 7.55(95% CI 6.41â€"¿ 8.69) by staff (n = 60) and 8.64 (95Â°lo CI 7.26â€"10.0) by patients (n = 49). It is important to note that although staff and patients identified approximately the same number of needs, they may not have rated the same needs. The agreement between staff and patient ratings will be examined in more detail in a subsequent paper, Slade et a! (1995) .
Correlations between summary scores were calculated to indicate inter-rater and testâ€"retest reliability. There was a high level of agreement between raters at ti (r = 0.99 and 0.98 for patient and staff ratings respectively, P<0.001), and moderate agreement between ti and t2, (r = 0.78 and 0.71 for patient and staff ratings respectively, P< 0.001). Table 2 shows the level of needs assessed for each itemof theCAN by staff atthefirst interview. In most of the areas a significant proportion of the sample had met or partially met needs, and only a minority had serious unmet needs, possibly reflecting the high levels of staff contact for most of the sample. The need which was least often identified by the staff was help with drug use, with five patients (8% of the sample) being rated as having a problem in this area. About two-thirds of the sample were receiving some help with obtaining food, and more GAFmean than four-fifths were receiving help with daytime activities. For most of the items, staff indicated whether the patient had needs, but for sexual expression and welfare benefits, up to one-quarter of staff did not know whether a need existed. Inter-rater and testâ€"retest reliability was examined for each individual item of the CAN. Table 3 shows the percentage of complete agreement and kappa coefficient for section 1 (assessment of need present) for both staff and patient ratings. Both these measures indicate good agreement between the two raters at the time of the first interview. The percentage of complete agreement between the first and second interviews was on the whole lower, but still indicates substantial agreement for the majority of items. Kappa coefficients for some of the testâ€"retestitems were very low (e.g. telephone, money). Examination of the raw data revealed that this was primarily due to a substantial skew in the distributions of the ratings. This difficulty with misleading kappa coefficients is discussed in detail by Feinstein & Cicchetti (1990) .
Sections 2 and 3 of the instrument, measuring the help receivedfrom friends and relatives, and the help needed and received from staff, respectively, are only completed if a need is identified in section 1. Therefore, the assessment of the reliability of these sections for individual items is hampered by low numbers, and results need to be treated with caution. The mean correlations for all the items are listed in Table 4 . The low test-retest figures for section 2 (level of help received from friends or relatives) and section 3.2 (level of help needed from staff) suggest some instability.
We also timed 97 CAN assessments, and the mean time for patient and staff interviews were 16.2 and 9.4 minutes respectively(mean total time 25.6 minutes).
Discussion
The results ofthis study indicate that theCAN goes a long way in achieving the criteria of instrument adequacy, set prior to its development. It is a comprehensive and relatively brief needs assessment tool which is easy for a wide range of staff to learn and use. It incorporates the views of both staff and patients and measures both met and unmet needs. The work presented in this paper suggests that it is a valid instrument, which when used under research conditions has adequate reliability.
This study needs to be supplemented by further fieldwork in orderto fully explore the qualitiesof the instrument. Further work is needed to explore whether the low testâ€"retest reliability scores for some of the individual items are a reflection of changing needs between assessments, or due to flaws in the instrument itself. The main limitation of the present study was that it was conducted at one site, among a group of patients who were characterised by a high proportion of met need, which may reflect low levels of expecta tions among both staff and patients, as well as high levels of service contact. Further studies are needed at different locations among other specific groups of people with severe mental illness, such as the homeless, to assessifthe instrumentcan be successfullyused with patients who have a more volatile pattern of need, and to examine its validity in other patient groups.
The researchand clinicalversionsof the instrument (CAN-R and CAN-C) are designed for different purposes. We expect that CAN-C will be used as a Table 3 Inter-rater and test-retest reliability of section 1 (assessment of need present) for the 22 items of the CAN for staff patientinterviews Table 4 routine instrument for initial assessments, the Mean correlationsbetween rater and observer and between formulation of care plans and for regular case ti and t2 for the 22 items of the CAN, for sections 2, 3.1 reviews. CAN-R is intended to be a service evaluation and 3.2 ________________________________ instrument. 
Meanr
